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This was a federal ESRD recertification survey.
Dates: July 16, 17, and 18, 2012

Facility #: 005162

Medicaid #: 100081860D

Surveyors: Susan E. Sparks, RN, PH Nurse
Surveyor

Fresenius Medical Care Canal Dialysis is in
compliance with the Conditions for Coverage 42
CFR Part 494.

Quality Review: Joyce Elder, MSN, BSN, RN
July 19, 2012
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following the date of survey whether or not a plan of correction is provided. For nursing homes, the above findings and plans of correction are disclosable 14
days following the date these documents are made available to the facility. If deficiencies are cited, an approved plan of correction is requisite to continued
program participation.
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